INTRODUCTION
It has been recognized for a long time that severe and persistent difficulties in spoken language, reading and wrRing, attention and motor coordination, not infrequently occur in children of normal general intelligence without any obvious neurological disorder, who come from an unremarkable family background, and who have apparently adequate schooling and other educational experiences (Rutter, 1998, p.ix) .
In this paper, our concern is with such unaccountable failures within the domain of motor This paper is adapted from parts one and two ofthe Second Lawrence Rarick Commemorative Lecture, presented at the 13 a'
International Symposium for Adapted Physical Activity in Vienna (2001) and published in Adapted Physical Activity Quarterly, 2002, 19, 12-31, (copyright Human Kinetics Publications Inc.) Bax, 1999; Davies, 1994; Gardner-Medwin, 1995; Hart, 1999; MacKeith, 1968) .
Recent reviews on the labeling of the disorder concerning us here have concluded that terminology continues to present a problem (Henderson & Barnett, 1998; Polatjako, 1998) . To some extent, the variations in labels are systematic, differing characteristically from country to country, from profession to profession, and even according to the theoretical bias of the individual. Surveys by , Miyahara & Register (2000) , and Peters et al., (2001) Gillberg, 1992; . Transported to Italy, the children become Dyspraxic (Zoia, 1999) (Miyahara & Register, 2000) . In
Canada, 6 years after the ironically named 'Consensus Forum' (Polatajko et al.1995) (ICD 10, 1992) . At the London (Ontario, Canada) Consensus Forum, researchers and practitioners from a wide range of disciplines were able to reach agreement that the term DCD should be universally adopted Ayres et al., 1987; Denckla, 1984; Dewey, 1995) seems to survive any amount of disappointment. Finally, note that the distinction between developmental and acquired disorders has somehow become entangled with the distinction between the prefix dys-(signifying disturbance of) and the prefix a-(denoting absence of).
The remaining (APA, WHO) contenders both stem from a tradition in which all developmental disorders were labeled as 'specific'. With the advent of DSM IV (1994), the APA departed from this usage, abandoning the whole notion of specificity. The broader issue was one in which children's learning difficulties were held to be specific only if their achievements fell below what might have been expected on the basis of their general aptitude. The underlying assumption was that specific disorders differed in nature from a more global, developmental delay. Over the last decade, this idea has been severely challenged in many domains, particularly in those of language impairment and dyslexia (see Bishop, 1998 , Dowdney & Scott, 1998 Rispens et al., 1998; Yule, 1998 , for penetrating reviews). Sadly, it remains untested in the motor domain.
So, how are we to proceed? Pragmatism suggests that, from a research standpoint, we should continue to employ some sort of discrepancy criterion in the selection of participants, if only to avoid dipping deeply into the murky etiological soup of profound retardation. This approach is not a principled adoption of the specificity notion, however, nor is it an endorsement of IQ as a divine basis for the calculation of discrepancies (see also Geuze, et al., 2001 (Bishop, 1998, p. 146) .
The inclusion of the term developmental in both manuals serves to remind us of the longitudinal perspective, encompassing, in Rutter's eloquent words "...not only the roots of behaviour in prior maturation, in physical influences (both internal and external), and in the residues of earlier experiences, but also the modulations of that behaviour by the circumstances of the present" (Rutter, 1980 Fig. 2 ). We mention the admirably clear (Browne, 1865) .
Consider the diagnostic guidelines for DCD offered in DSM IV (Table 1) . Four criteria are applied. Two are inclusive (the criteria must be satisfied if the diagnosis is to be assigned), and two are exclusive (meeting the criteria entails rejection of the diagnosis).
Criterion 'A' states that a child's performance in daily activities that require motor coordination must be substantially below that expected given his or her chronological age and IQ. The term substantially is often operationalized as meaning a score on a standardized test of motor performance lying more than two standard deviations below the age norm. According to Geuze et al. (2001) (and who are we to dispute it?) the Movement ABC (Henderson & Sugden, 1992 ) is now the test most widely cited in the literature for this purpose.
Here, however, we must interject the observation that the extant standardized tests vary greatly in breadth of content. Consequently, one cannot assume that identical scores on different tests are directly comparable (Crawford et al., 2001; Geuze et al., 2001; Tan et al., 2001 ). In our view, a test like the VMI (Beery, 1982) , for example, is too narrowly based to serve diagnosis, unsupported, and this is reflected in a low correlation with broader based tests (for example Jongmans et al., 1998) . Criterion 'B' is much more difficult to operationalize, requiring the assessor to judge whether the deficit interferes to a significant extent with academic achievements or with the activities of daily living (for example, Watkinson et al., 2001 ).
Criterion 'C' states that the deficit must not be due to a medical condition like cerebral palsy and must not satisfy the diagnostic requirements of the generally debilitating group of disorders known as pervasive developmental disorders (which include autism). Finally, Criterion D states that, if mental retardation is present, the motor difficulties must be greater than those to be expected on that basis alone (for extensive reviews of these criteria and their application, see Dewey & Kaplan, 1994; Hoare, 1994; Jongmans, 1993; Macnab et al., 2001 "Those with highly specific deficits are the exception rather than the rule" (Hill et al., 1998, p. 656 ).
"Comorbidity is the rule, rather than the exception" (Kaplan et al., 1998, p. 484 (Green, 1997; Green et al., 2002) . One group comprises children assigned a diagnosis of Asperger's syndrome by very experienced pediatricians, using ICD-10 criteria. The other group was assigned the diagnosis DCD, also by appropriately qualified and experienced professionals. Although the clinical literature on Asperger's syndrome abounds with descriptions of movement difficulties, we must note that these played no role in the formal diagnosis.
We compared the severity of the movement deficit experienced by these two groups and explored the possibility that the nature of the deficit might differ in the two groups. To this end, we examined the profiles of the children on the Movement ABC, as well as various aspects of their performance on a gesture test. Because Asperger's syndrome is thought to involve defective socialization, we also sought to detect any differential effect of social pressure on motor learning and performance in the two groups. So far, we have found no evidence that clumsiness was more severe or took a systematically different form in DCD when it was not accompanied by the features of Asperger's syndrome than when it was.
